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In stark contrast, the healthcare system is organised to deal with single conditions 2 and to separate mental and physical healthcare, complicating attempts to provide integrated care for both aspects of health.
In a linked article, Coventry and colleagues (doi:10.1136/bmj. h638) report findings from a cluster randomised controlled trial of integrated collaborative care for adults with diabetes or heart disease and comorbid depression. 3 Collaborative care models generally use non-medical case managers (in this case a psychological wellbeing practitioner) working with a patient's designated doctor or nurse, often with additional input from a mental health professional (in this case a psychological therapist). The intervention was associated with moderate improvements in depressive symptoms, self management, and satisfaction compared with usual care. There were no significant differences between groups in physical health, quality of life, or functional outcomes.
After four months, patients managed with collaborative care had depression scores that were 0.23 points lower than control patients on the symptom checklist depression subscale (SCL-D13). The difference was significant, equating to an effect size of 0.3. The effect on depression symptoms was modest, but comparable with effects found in other trials of collaborative care for depression 4 5 and of a magnitude likely to be clinically meaningful. 6 Multimorbidity presents a major challenge to healthcare systems.
1 There is perhaps no greater challenge than delivering effective healthcare for mixed mental and physical multimorbidity, which is common, debilitating, and complicated by social and economic disadvantage. 7 The linked study, conducted in 36 general practices (8% of those invited) in the north west of England, used practice based disease registers to identify 14 843 potentially eligible patients with diabetes or coronary heart disease to take part in the trial. The authors report that 1602 (10.8%) agreed to be screened for depression, and, of these, 387 (24.2% of those "agreeing" and 2.6% of those offered screening) entered the trial. As expected, participants reported high levels of multimorbidity and disadvantage.
The authors describe a well designed collaborative care approach to depression, supported by comprehensive training and materials. Participants in the intervention group had up to eight sessions with a trained psychological wellbeing practitioner, who, in turn, had weekly supervision from a psychological therapist. A practice nurse collaborated with the psychological wellbeing practitioner during two sessions with each patient to improve integration between mental and physical aspects of care.
The new trial reported similar improvements in mental health to a randomised controlled trial of collaborative care for patients with depression and chronic illness conducted in the United States, but it failed to achieve the parallel improvements in physical health and quality of life. 8 The difference in findings can probably be attributed to differences in context, methods, and design of the intervention. Firstly, the US researchers recruited a less deprived and less depressed cohort, which could explain the better uptake of and adherence to their intervention. Secondly, Katon and colleagues used individual rather than cluster randomisation, a stronger research design for determining a treatment effect, despite the potential for contamination between the two treatment groups. 8 Thirdly, their patients had poorly controlled physical illnesses, giving more scope for improvement in physical health. And, finally, they used a different approach to integrate physical and mental healthcare. The same practitioner (a diabetes nurse) closely monitored and treated both physical and mental health conditions, so care was integrated at the level of the practitioner. In contrast, Coventry and colleagues used a psychological wellbeing practitioner to deliver the psychological intervention and a consultation liaison model to integrate physical care via the practice nurse. 3 Interestingly, both approaches were associated with similar improvements in mental health, even though Katon and colleagues reported better uptake of both screening and clinic visits. 8 Important questions remain about how to engage patients more in collaborative care models. Less than 11% of eligible patients took up the offer of screening in the new study, despite three attempts, suggesting that a different approach is needed to "sell" this model of care, especially to patients with social and economic disadvantage. Adhering to eight treatment sessions was obviously hard work-just under half the participants received a potentially therapeutic "dose" of the intervention and a third either withdrew after referral or did not attend any sessions. We clearly need to find out more about patients' experiences of such care, involve them fully in the design of interventions, and explore the potential of different delivery options. We now have evidence that internet based treatments can be just as effective as treatments given face to face. 9 Mixed modes of delivery of psychological therapies might well have a place in future models of collaborative care, but they must be implemented in collaboration with patients and in a way that doesn't increase health inequalities. If these efforts were supported by incorporating patients' preferences and better tailoring of care to match patients' needs the cost effectiveness of collaborative care might improve.
The high levels of social and economic disadvantage among participants (75% were not working) suggest that models of collaborative care that include a social care element are worth testing. The most appropriate outcome measures for trials of interventions aimed at improving multimorbidity and the need to include the patient's perspective and to move beyond disease specific measures alone should also be discussed. 10 The linked study shows that collaborative and integrated care can deliver a modest reduction in depressive symptoms for those with concurrent physical health problems. Questions remain as to whether such models are cost effective and how best to incorporate them into routine practice.
